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Y 000 | Initial Comments Y 000
The findings and conclusions of any investigation Oq
by the Health Division shall not be construed as \\0
prohibiting any criminal or civil investigations, /\
actions or other claims for relief that may be
available to any party under applicable federal, f\')
state, or iocal laws. j
This Statement of Deficiencies was generated as
a result of an annual State Licensure survey
conducted in your facility on 06/23/09. This State
Licensure survey was conducted by the authority
of NRS 449.150, Powers of the Health Division.
The facility is licensed for10 Residential Facility
for Group beds which provide care to persons
with Alzheimer's disease, Category Il residents.
The census at the time of the survey was ten. RECE IVE D
Ten resident files were reviewed and four
employee files were reviewed. One discharged JUL U ? 2009
resident file was reviewed. The facility received a BUREAL OF LICENSURE AND CERTIF EATION
grade of D. ~ . LASYEGAS, NEYADA
The following deficiencies were identified:
Y 103| 449.200(1)(d) Personnel File - NAC 441A vy 103w R y 63
SS=F @) €enployes, ) weas]
L ] M Fo T =) . v, T ‘—F
NAC 449.200 ;;O”C{{F‘L—anm 1‘3 2o}
1. Except as otherwise provided in subsection 2, ‘\ o deoar Ia Josjog = I(QlOa
a separate personnel file must be kept for each 5) 2 s bmadors
member of the staff of a facility and must include: moneddon. ganployee
{(d) The health cerlificates required pursuant to NRCods g . e
chapter 441A of NAC for the employee. o? Lol ane T .
HE no Lv:n A2 'n.a-_m:::i:
Te do vdionTaua ;
<) o - Ofad /g
This RULE: is not met as evidenced by: / e /JO /OCJ j jL g
Based on record review on 6/23/09, the facility SIe cdn oo _e‘.,—(ﬁ ## i
If deficiencies are cited, an approved plan of comection is requisite to continued program participation.
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Y 103 | Continued From Page 1 Y 103
failed to ensure 2 of 5 caregivers complied with
NAC 441A.375 regarding tuberculosis testing
{Employee #1, and #5)
Severity: 2 Scope: 3
Y 105 | 448.200(1)(f} Personnel File - Background Y 105 v j 105 L
ss=c | Check QW) Repesl Fingu praaling
U2 ocz Cd o N
NAC 449.200 3 .ami::\ ovqrr, Ik 3 e H
1. Except as otherwise provided in subsection 2, O o . } - l
a separate personnel file must be kept for each ﬁ: cTe= ‘j—‘-ﬂ—ﬁT E"T? 0|09
member of the staff of a facility and must include: “f:”f;' i gl uooy (Sho
{f) Evidence of compliance with NRS 449.176 to ies‘- =Sl = J Shal
449.185, inclusive. be iz e i D i2,
b) G"-'J 2 maes CJ_::;";, \J—i‘—l.l..\a
This RULE: is not met as evidenced by: mormalesr . i
. - R (e Rt 2
Based on record review on 6/23/09, the facility b e e :J i 1_ d ‘?'d_ 3
failed to ensure 4 of 5 caregivers had Y > < e wm
background checks completed (Employee #1 O & oI o -TU,
state background, #3 fingerprints, #4 fingerprints i \ ) fo/ A ;‘3] I
and FBI background, and #5 fingerprints, state C—) C‘:@.C‘f"‘ e ":F‘ '
background and FBI background). FH oL {5. e
Severity: 1 Scope: 3
v P VAR KR
Y 172 | 449.209(2) Health and Sanitation-Outside vyi172v’ a_) o PR L;G_g\/;?_, Cc,‘:'f" i ,.Uﬁ?
sS=C | garbage ot il o) tha lood ]
NAC 449.209 hod bas — elessd | Sl
2. Containers used to store garbage outside of b) an <k (_»ﬁ o The 7 acil
the facility must be kept reasonably clean and P T 15 "7
must be covered in such a manner that rodents L J Lrelhweled e \‘ﬁeﬁ?
are unable to get inside the containers. Atieast ) clesed of o Tilee
once each week, the containers must be emptied L i~ pl ogre  fFq wak
and the contents of the containers must be Oz ey s (l s ] \bj
removed from the premises of the facility. | =2 Pty '“'1:; e .
H [=ENTa ke 3 £ e
o) jor <o Dief23/

If deficiencies are cited, an approved plan of correction is requisite to continued program participa’ti_on.
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Y 172 | Continued From Page 2 Y172
This RULE: is not met as evidenced by:
Based on observation on 6/23/09, the facility
failed to ensure the container used to store
garbage outside the facility was covered.
Severity: 1 Scope: 3 y LTS _
a. U e T %
Y 179 | 449.209(6) Health and Sanitation-Screens Y 179 ) al ) - J m.u\s dhh"j ?lllﬁ
sS=C G <o abi.:e_ - ‘O_.L_r-,j 0‘\
"-'-‘Jlif‘a-ic{ [ e T O “uLcL .
NAC 449.209 _ s .
6. All windows that are capable of being opened b} ‘a.’qf o e | = S aaa
in th(_?1 facilitgé.la?d a¥ dc:zrs f;ha}‘t' are Ieftt tc):pen to R N U—,,.;,,., P
provide ventilation for the facility must be e -
screened to prevent the entry of insects. ) “‘"‘:U b"‘* ““-J o /‘,_\_ I j hq
¢) dlechowal g 3
Noke - R toudted 10 windows Aot fould open
This RULE: is not met as evidenced by: e, Efvepnmoble. voNoR, Stodes 8 seheens
Based on observation on 6/23/09, the facility were, sastotied . Preng. doudle. Qreck. ol Windowes
failed to ensure the 10 of 10 windows were
screened.
Severity: 1 Scope: 3
M 3320
Y 320 | 449,220(1) Bedroom Doors - Locks Y 320 v~ 6‘--) B""‘J P oorn e O
$S=D bocky wiaso r‘\-n—{a'a_c_lc] Lyl
o kol TR Ot s ’B
NAC 449.220 Bl ol < le ' ._.u_" =
1. A bedroom door in a residential facility which LT meten l Q
is equipped with a lock must open with a single le QR_ el opars }"om Relo
motion from the inside unless the lock provides L scde ol U=k
security for the facility and can be operated OP o- K
without a key or any special knowledge. b) adad mcﬁ:cj s vl
Lo sﬁ'& al) b moor
CX oy -
This RULE: is not met as evidenced by: C e e OQJ_LD‘T . c3§ms e
Based on observation on 6/23/09, the facility - =L / /
l C—) cidcch e~} ++ ]_I_ Ob[30/pe

If deficiencies are cited, an approved plan of correction is requisite to continued program participation.
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Y 320 Centinued From Page 3 Y 320
failed to ensure single motion locks on 1 of 6
bedroom doors (Bedroom #6).
Severity: 2 Scope: 1 Yy 35¢
Y 356 | 449.222(6) Bath d Toilet Facil v 356 3 ol noors ard Ta
: oms and Toilet Facilities
Soe (6) Bathrooms a oo al RR O wgﬂ_%b
NAC 449.222 raplocad T olsod
6. Bathroom doors that are equipped with locks oL G Le =t —ihT '4/!(9’0 il
must open with a single motion from the inside oRe S P
without the use of a key. if a key is required to T e S A
open a lock from outside the bathroom, the key = LR @J
must be readily available at all times. S P:a.‘,} -
b) ad —Cmus L‘-Cﬂ @y L...\-.Ln_U
This RULE: is not met as evidenced by: L San coom@bidoce
Based on observation on 6/23/09, the facility To ﬂ\—"- f"—oul&_,
failed to ensure single motion locks on 1 of 3 C) aTla . .y bé& 30/(, o
bathroom doors (Bathroom attached to Bedroom ) ch o s g /
#1).
Severity: 2 Scope: 2 \j M4
C.L.) Fraoaf c.xr-.c[ S cl 0 %4‘
\; :g 449.229(10) Exit doors Y 445~ s Jeach Py
MZJQ-CZ]—() e l), =P ’DQYE‘S? ilﬂld
NAC 449.229 —~th celT ~a
10. An exit door in a residential facility must not = c7‘“'*“’w
be equipped with a fock which requires a key to - "C"’“J' < f—ﬂ- o !r-:orv-:
open it from the inside unless approved by the —-tju )
State Fire Marshall or his designee.
b) Al ‘—r’\.—uc:(r")c.-jl_m u..l_!;.U
—:r:i—zm. Thed
: S ol cf
:F— &y
This RULE: is not met as evidenced by: ol t“ mAag
Based on observation on 6/23/09, the facility ! ] /
failed to ensure the front and side doors were not < ) cBach o ~ ra e} 04:/ 30j¢ ¢
equipped with a lock that required a key to open

If deficiencies are cited, an approved plan of correction is requisite to continued program participation.
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Y 445 | Continued From Page 4 Y 445
it from the inside.
Severity: 2 Scope: 3 \ 53¢
| &) Nets__ s ke dole 4
Y 528 | 449.260(1)(c) Activities for Residents Y 528 v/ = T PN
$8=C : Ao e |3 /U/ 09
Aa ol o= Te cwa
NAC 449.260 L_'m‘:’?; 1o Hirs
1. The caregivers employed by a residential O] o clewcl g oY Pot
facility shalk: ( -
(c) Plan recreational opportunities that are N .
suited to the interests and capacities of the b) e m LT T wnd])
residents. “ sans Tha N
(Vw18 rY\_J ~
C) Qe o)y m.u»:] T 5 OP-//OI/
This RULE: is not met as evidenced by:
Based on cbservation on 6/23/09, the facility
failed to provide at least 10 hours of activities
each week that were suitable to the interests and
capacities of the residents.
Severity: 1 Scope: 3 >/ 626
Y 826 | 449.2702(6)(b)(1,2,&3) Restraint Definition ves v | & L;l beds e
SS=F changed To -‘ﬁcJ.,
- omd ~asT M0
NAC 449.2702 O} ) [ %
6. As used in this section: “ Yt
(b) "Restraint’ means: ~L Ao Vel -
(1) A psychopharmacologic drug that is used b) Cd e Lo J @y
for discipline or convenience and is not required e 2 Siamg.
to treat medical symptoms, .
{(2) A manual method for restricting a Frrom e
resident's freedom of movement or his normal /
access to his body; or C) = 07/o6

(3) A device or material or equipment which is
attached to or adjacent to a resident's body that

<

If deficiencies are cited, an approved plan of comrection is requisite to contintued program participation.
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Y 626 Continued From Page Y 626

cannot be removed easily by the resident and
restricts the resident's freedom of movement or
his normal access to his body.

This RULE: is not met as evidenced by:

Based on observation on 6/23/09, the facility
failed to ensure full bed rails were not used for 6
of 10 beds.

Severity: 2 Scope: 3 )/ A3
Y 693 | 449.2712(2) Oxygen-Caregiver monitor resident | Y 693 e 2 3 L
ss=p | ability . o e

L 4]

C Or~—(Pe gy = )]0‘

NAC 449.2712 P ftﬁcj ~
2. The caregivers employed by a residential P O o IV g

facility with a resident who requires the use of s) C’N UV | . T
oxygen shall: .

(a)} Monitor the ability of the resident to operate ol el b
the equipment in accordance with the orders of a a —~ Jl e t_.;_d cjr QU
physician.
(b) Ensure That; T s

(1) The resident's physician evaluates NG
periodically the condition of the resident which < ) — / 3
necessitates his use of oxygen;

(2) Signs which prohibit smoking and notify
persons that oxygen is in use are posted in areas
of the facility in which oxygen is in use or is being
stored;

(3) Persons do not smoke in those areas
where smoking is prohibited;

(4) All electrical equipment is inspected for
defects which may cause sparks.

{5) All oxygen tanks kept in the facility are
secured in a stand or to a wall;

{6) The equipment used to administer oxygen

If deficiencies are cited, an approved plan of correction is requisite to continued program participation.
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Y 693 | Continued From Page 6 Y 693
is in good working condition;
{7) A portable unit for the administration of
oxygen in the event of a power outage is present
in the facility at all times when a resident who
requires oxygen is present in the facility; and
{8) The equipment used to administer oxygen
is removed from the facility when it is no longer
needed by the resident.
This RULE: is not met as evidenced by:
Based on observation on 6/23/09, the facility
failed to secure 18 oxygen tanks, located in the
back yard of the facility, were secured in a rack
or to the wall.
Severity: 2 Scope: 1 \/ ¥1¢
&) Chon D b
Y 878 | 449.2742(6)(a)(1) Medication / Change order vers v L, =y of e>c ;
_ ik e P ~ o MDY
88=D as’
< H = 03/2¢/ocH Lo}
NAC 449.2742 P) Nele j od ~omide d]
6. Except as otherwise provided in this -
subsection, a medication prescribed by a ‘PC" ""L‘B —tp’cj L-"-—"('\-ﬁ—ﬂ-f>—\ﬂ"")
physician must be administered as prescribed by —ﬂuf‘_ﬁ_ -
the physician. if a physician orders a change in e P R
the amount or times medication is to be S R .
administered to a resident: i =0
(a) The caregiver responsible for assisting in the Mmeede cnlon e c,[_g,j
administration of the medication shall: -
(1) Comply with the order. T gluxn e m*{z‘b‘oq
© B fecclld
conT ]

If deficiencies are cited, an approved plan of correction is requisite to continued program participation.
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Y 878 | Continued From Page 7 Y 878 copmT ¢ SITY
b) T = c:L\nMJ
This RULE: is not met as evidenced by: U e B Phosend cj,,
Based on record review and interview on Ci S e O I
6/23/09, the facility failed to ensure 1 of 10 .
residents received medications as prescribed o) e A e e CJ
(Resident #8). .
_ -}} O e 2ot L\_ R
Severity: 2 Scope: 1
ey g Jo ™MD
Y 885 | 449.2742(9) Medication / Destruction Y885 v~ _
S8=F Coez Vv SAJ— .

NAC 449.2742

9. if the medication of a resident is discontinued,
the expiration date of the medication of a
resident has passed, or a resident who has been
discharged from the facility does not claim the
medication, an employee of a residential facility
shall destroy the medication, by an acceptable
method of destruction, in the presence of a
witness and note the destruction of the
medication in the record maintained pursuant to
NAC 449.2744. Flushing contents of vials,
bottles or other containers into a toilet shall be
deemed to be an acceptable methed of
destruction of medication.

This RULE: is not met as evidenced by:

Based on observation and interview on 6/23/09,
the facility failed to destroy medications after they
were discontinued, had expired or after a
resident had been transferred.

Severity: 2 Scope: 3

K]
C) P e +H G

Y ses
Q—) ﬂ_‘\_ﬂ—cLic;c;LL‘orrs iy

Ftrra Ta CIENSAPS of

| ‘I’)I‘»cu"rﬁ'aa,g:j/ }m CL"‘:[':‘
D) Gl e T s o @y e
2 St

Ol ~ Cex

c.nj o

b A Tlooyed Ln b

= e | G-f"vcj )
c:..ac:z_f, alolos e

C-) cjj—c-c)"a l."_"“r_Q(:\_-!h- +H 77

o6 /257
R

Wela ¥
ug_{.cn

}

fW)
cse/nq/c

If deficiencies are cited, an approved plan of correction is requisite to continued program participation.
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Y 898 | Continued From Page 8 Y 898 >l §AQ
Y 898 | 449.2744(1)(b)(4) Medication / MAR Y 898 v @—> MAR e ‘ m.d
88=F Fre-o =< WC:tA_L-hj
NAC 4492744 et} o J
1. The administrator of a residential facility that e BN, &g .
provides assistance to residents in the i te 1)
administration of medication shall maintain: - . e
; | (b) A record of the medication administered to ety hadd
each resident. The record must include: C) I 0‘7/ 2 3/ g
(4) Instructions for administering the
medication to the resident that refiect the current
order or prescription of the resident's physician.
N9
This RULE: is not met as evidenced by: — ool T ,\__Q_,' b o ;r
Based on record review on 6/23/09, the facility -, S :
failed to ensure the medication administration ’ & SFE b Lo
record (MAR) was accurate for 9 of 10 residents L S G, j’,
(Resident #1, #2, #3, #4, #5, #6, #7, #8, and #9). m\,zot;_ el o IS
Severity: 2 Scope: 3 haes- 2N
Y 899 449.2744(2) Medication Administration v8g9 v @
8§=C b L[ R St g

NAC 449.2744

2. The administrator of the facility shall keep a
log of caregivers assigned to administer
medications that indicates the shifts during which
each caregiver was responsible for assisting in
the adminisiration of medication to a resident.
This requirement may be met by including on a
resident's medication sheet an indication of who
assisted the resident in the administration of the
medication, if the caregiver can be identified
from this indication.

Jau,;;[\j L&_,Z:’
Ceor g

wa- R

C-) C':H:C.Q_BS L "-‘:jr

#y A 2B

_-}/3; ]o‘]

o“r)mjc

If deficiencies are cited, an approved pian of correction is requisite to continued program participation.
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Y 899§ Continued From Page 9 Y 899
This RULE: is not met as evidenced by:
Based on observation on 6/23/09, the facility
failed to provide a log of caregivers and when
they were responsible for administering residents
medications.
Severity: 1 Scope: 3 y c} b ¢
Y 908 | 449.2746(2)(a)-(f) PRN Medication Record Y 908 v CL) Se MJ, rl‘“v"—v‘ PO
$8=C

NAC 449.2746

2. A caregiver who administers

medication to a resident as needed

shall record the foliowing information
concerning the administration of the
medication:

{(a) The reason for the administration.

(b} The date and time of the administration;

(c) The dose administered;

(d) The results of the administration of the
medication;

(e) The initials of the caregiver; and

(f) Instructions for administering the medication
to the resident that reflect each current order or
prescription of the resident ' s physician.

This RULE: is not met as evidenced by:
Based on record review on 6/23/09, the facility
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Y 908 | Continued From Page 10 Y 908
failed to ensure the medication record was
complete for 1 of 1 residents receiving as
needed (PRN) medications {Resident #9).
Severity; 1 Scope: 3 / F20
Y 920 449.2748(1) Medication Storage Y 920 / G Qdl e cb-t_cz_;Ls ors
S8=F 4 —

NAC 449.2748

1. Medication, including, without limitation, any
over-the-counter medication,

stored at a residential

facility must be stored in a locked
area that is cool and dry. The
caregivers employed by the facility
shall ensure that any medication or
medical or diagnostic equipment that
may be misused or appropriated by a
resident or any other unauthorized
person is protected. Medication for
external use only must be keptin a
locked area separate from other
medications. A resident who is capable
of administering medication to himself
without supervision may keep his
medication in his room if the
medication is kept in a locked
container for which the facility has
been provided a key.

This RULE: is not met as evidenced by:

Based on observation on 6/23/09, the facility
failed to keep medications for 6 of 10 residents
in a locked area (Resident #1, #2, #3, #4, #9 and
#10).
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Y 920 | Continued From Page 11 Y 920
Severity: 2 e 3
ty Scop \/ g 23
Y 9231 449.2748(3)(b) Medication Container Y 923\ Q_) <) e CL;GC,J s]
88=F .
NAC 449.2748 B GG A o = le|
3. Medication, including, without limitation, any Co v | ot ) (-,L,_)
over-the-counter medication or dietary . Lo (J
supplement, must be: bes P A g ey
(b) Kept in its original container until it is o ( . g i )
administered. b) T L cJ o

D(:/.‘L?;/oq

This RULE: is not met as evidenced by:

Based on observation on 6/23/09, the facility
failed to keep medications belonging to 10 of 10
residents in their original container (Resident #1,
#2,#3, #4, #5, #6, #7, #8, #9 and #10).

Severity: 2  Scope: 3

Y 991 449.2756(1)(b) Alzheimer's Fac door alarm Y 991 { o L OO qchq } j@l M
§8=F
neon BR 1 & U g
NAC 449.2756 ’ .
1. The administrator of a residential facility which ‘V’j < 5"‘1— }O "“’ c,Lg_ﬂ _Qéw‘ﬁ/
provides care to persons with Alzheimer's s
disease shall ensure that: e do adk:
(b) Operational alarms, buzzers, horns or other ORRmg O Cf - enlbsd
audible devices which are activated when a door . ]\
is opened are installed on all doors that may be & O 3 L
used fo exit the facility.

COMT . RECEIVED

If deficiencies are cited, an approved plan of correction is requisite to continued program participation.
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Y 991 | Continued From Page 12 Y 991 corT ! %/ I |
This RULE: is not met as evidenced by: - TV O e
Based on observation on 6/23/09, the facility
failed to ensure the facility was equipped with C o PL S Yot I Eg
door alarms on all exit doors to the facility. The
exit from the family room, and the exit near Uhs ~ode aw o‘
bedroom #6 failed to sound when opened. e @_J" L} —U_\M
Severity: 2  Scope: 3 Lo o) j s .
Y 994 | 449.2756(1)(e) Alzheimer's fac knives Y 994 3/08
S8=F
NAC 449.2756
1. The administrator of a residential facility which /V C]
provides care to persons with Alzheimer's o_)
disease shall ensure that: <l o Lﬂ» S U" J 1ll ‘.
.(e) Knives, matches, f"!rearms, tools and other C ol J o -'E_’:EU‘D_ U “(ﬂ
items that couid constitute a danger to the ' “:;_H
residents of the facility are inaccessible to the cl = 3/‘2@ Te Lﬁ-\g
residents. -
S C;LQ e»J oLl D Eusd
Jock.ed.: A ruves
o alda s | M cam ¢S
This RULE: is not met as evidenced by: SCl S S eng - J
Based on observation on 6/23/09, the facility = -
failed to ensure knives, matches, scissors, and cﬁ""”\—’ ol e~ oy
screw drivers were inaccessible to the residents. O Lo Q.».ael,bﬂ.a_,
Severity: 2 Scope: 3 = Dhe csaicdanlk
5) Q_._.,Le_ -\,\_,_.J) be
Y 999 | 449.2754(1)(g) Alzheimer's Facility Y 999 1 @ (._CL )s;—j U\o_
8S=F 3 %
NAC 449.2756 /
1. The administrator of a residential facility which c) i ~2/be
provides care to persons with Alzheimer's ’ - Oé’/
disease shall ensure that:

If deficiencies are cited, an approved plan of correction is requisite to continued program participation.
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Y 999 | Continued From Page 13 Y999 | j G999
. . (e I e N
(g) All toxic substances are not accessible to the ) MNeo= ? - ot Q‘J’
residents of the facility. Chal ona 5)_‘,75 e S P

amd Bladi e flcxgv-q
Gl o el Jackrg, Q,.A —
Lemaccenalble T The
This RULE: is not met as evidenced by: ;{ESNCLL(.’:D;\, . Baorigjd
A=)

Based on observation on 6/23/09, the facility o oA Lot
L g O <1

failed to ensure all toxic substances were b ) Fe—e Lj
inaccessible to the residents. In Bedroom #6 : 'I .
chloracetic was found in the nightstand, Te ™G Daclia N
Bedroom #4 neosporin was found in the dresser, N o -1 s
Bedroom #2 contained an electric razor in the to P M"_Lj"% <
closet, the backyard shed was unsecured I = e sadocha s S
containing paint, lighter fluid, and tools. _ ; .
EL o el 5 L—P }Q,L

Severity. 2  Scope: 3 } IR } ) l s .

54 e gVQ' 3

Mo ens T g:‘_}‘Lh .

a—e)mgr\*ﬁi——sﬂ:‘-\_@ s ',S

be o > O «.;;L;Q_Q
l oY <. Dm—a.CFLf_QﬁLQ_. 0613-3/

c) _—
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